Objective: evaluate, based on the professionals' experience, the primary health care quality in home cities of children and adolescents with HIV, treated at a specialized service.
INTRODUCTION
In the 1990's, investments in antiretroviral treatment for HIV influenced the morbidity and mortality rates of children and adolescents, implying the need for health monitoring due to the chronic condition. 1 The health services in Brazil, however, are structured for the clinical management of acute conditions. 2 That results in the search to solve health problems at the specialized services. To guarantee that this population receives a better quality of care, however, the care needs to be integrated between the specialized care services and the primary health care (PHC) services. 3 PHC is defined as an inseparable set of structural elements of the health service system. These elements are key attributes (access, longitudinality, comprehensiveness and coordination), which measure the potential capacity and performance. [4] [5] The first contact access consists of the accessibility and use of the health service as a source of care for every new health problem or episode. 6 The longitudinality presupposes the existence of a continuous source of care and its use over time. Comprehensiveness implies the availability and provision of care through appropriate prevention, promotion, cure and rehabilitation actions in this care context, so that the user obtains the services needed. 7 Coordination refers to the integration of global user care among the different services. 5 In Brazil, PHC is a proposal that consists of the Family Health Strategy (Estratégia Saúde da Família) services and the Primary Health Care services (PHC). The FHS is indicated by the Ministry of Health to reorient the Unified Health System (SUS) and expand this proposal. The Strategy has demonstrated a positive impact on the Brazilian health system, as evidenced by indicators, such as lower child mortality and greater quality of prenatal and child care. 5 In that sense, it serves as the preferred point of contact between the users, families and community and the SUS. At these services, health promotion, health maintenance, early detection, disease screening, treatment and rehabilitation care is offered. 2, 4 Children and adolescents with HIV present clinical and developmental health monitoring demands. These clinical demands, related to the chronic condition, are mainly solved at specialized services, implying not only the longitudinality, but also the coordination of care. The childcare segment, however, which can be offered at the FHS and PHC, represents a gap in the Brazilian care practice. This limitation in the care network appoints the need to structure the actions each service is responsible for, as well as intersectoral communication. Therefore, the integration among the services is fundamental, which can be established through a user flow in the health system. 3 One study recommends that PHC promote care, considering the individual, family and social context, which can support the treatment compliance and the solution of non-specific complaints or comorbidities. In addition, PHC should maintain the active search for users and a shared information system among the services, 3 so that the professionals acknowledge this task with a view to the qualification of primary health care for the population.
Hence, this study was justified by the need to assess the PHC performance and structure as the preferred access into the SUS. We believe that guaranteeing the access to health care at services of low technological density can qualify the health maintenance actions.
Considering that the presence and range of the key attributes qualify health care, the objective was to assess, based on the professionals' experience, the quality of PHC in home cities of children and adolescents with HIV, monitored at a specialized service.
METHOD
A cross-sectional study was developed, involving health professionals from PHC and FHS in 25 cities in the interior of the State of Rio Grande do Sul, Brazil. These were listed as the home cities of children and adolescents with HIV infection under continuing monitoring at a specialized service in the University Hospital of Santa Maria. The service is located in the central area of the State of Rio Grande do Sul, in a medium-sized city of 261 thousand inhabitants. Eighty children and adolescents were registered for outpatient monitoring.
The inclusion criteria were: physician, nurse and dental surgeon working in PHC. Professionals on holiday or leave during the data collection period were excluded. In total, 596 professionals were identified, 42 of whom did not comply with the inclusion criteria (7.0%). In the eligible population of 554 professionals, 12 refused and 15 could not be contacted, totaling 27 losses (4.9%). Thus, the study population consisted of 527 health professionals.
Research auxiliaries who had received background training from the research coordinator collected the data between March and August 2014. Nine people collected the data, being four Master's students and five scientific initiation grantees from the undergraduate nursing program. The supervision of the field phase took place during weekly meetings of the research group, aiming to discuss the easy and difficult aspects.
The municipal health departments were contacted to authorize the research and grant access to the UBS and FHS addresses. The PHC coordinator in each city arranged for the scheduling of the interviews. The research auxiliaries visited the cities, using resources from projects funded by research agencies.
To characterize the professionals, a tool was used with sociodemographic variables: age (in years; dichotomous); sex (female, male); marital situation (married, single, other); academic education variables: education, time since graduation (in years; dichotomous); post-graduate degree (residency, specialization and Master's), conclusion of post-graduate degree (in years; dichotomous), complementary education (yes, no) and professional situation variables: affiliation (contracted, statutory, outsourced), length of experience (in years; dichotomous), function at the service (yes, no), type of function (technical responsible, coordinator, responsible for community health agents), other job (yes, no), totaling 13 items, listed based on the review of background research on the theme.
In this study, the assessment of the quality of health care (dependent variable) was considered as the presence and range of the key attributes of PHC. 4 To measure these, the Primary Care Assessment Tool (PCATool-Brazil), Professional version, was applied, which consists of key (access, longitudinality, comprehensiveness and coordination) and derived (family orientation and community orientation) attributes. 8 Although this tool does not specifically target the population of children and adolescents living with HIV, during its application, the professionals were instructed to answer it focused on the health of this population.
In this study, is presented the analysis of the key attributes. Answers, on a Likert scale, were: "certainly yes" (score=4), "probably yes" (score=3), "probably no" (score=2), "certainly no" (score=1) and "I don't know/I don't remember" (score=9). Answers marked as "I don't know/I don't remember" were considered as "probably not". 8 To include the data, the software Epi-info®, version 7.0 was used, with independent double-data entry to guarantee the exactness of the data. After checking for errors and inconsistencies, the data were analyzed in the software Statistical Analysis System (SAS) version 9.3 .
To analyze the PCATool-Brazil, first, the scores of the key attributes of PHC were calculated. The scores, which originally ranged between 1 and 4, were transformed into a continuing scale from 0 to 10, according to the formula: score from 0 to 10 of attribute X= (score from 1 to 4 of attribute X-1) x 10/(4-1). For the assessment, the scores were dichotomized, with scores >6.6 corresponding to high score and <6.6 to low score, according to the tool manual. The high score was defined as the satisfactory range of each attribute and low score as the unsatisfactory range. 8 For the reliability analysis of the PCAToolBrazil, Cronbach's alpha was used (considering coefficients >0.7 as indicators of consistency). The categorical variables were presented as absolute and relative frequencies and the continuing variables as means and standard deviations in case of symmetrical distribution and medians and interquartile intervals in case of asymmetrical distribution. For all statistical analyses, significance was set at 5%.
To compare the proportions of the dichotomized scores of the PHC attributes between the participants' sociodemographic, educational and professional profile, Pearson's chi-square test was used. To compare the scores of the key attributes of the PHC according to the type of service (FHS or UBS) and to compare the items of the first contact access attribute, dichotomized into high and low score, the Mann-Whitney test was used.
Poisson's regression with robust variation was applied to verify the variables associated with the high score, estimating the prevalence ratios (PR) and their respective confidence intervals (95% CI).
In the gross and adjusted analyses, the independent variables associated with the high score, with p<0.25, were included. 
RESULTS
In the health professionals' assessment of the PHC quality, the essential PHC score estimated using the PCATool-Brazil resulted in 6.64 (standard deviation 1.02), representing a satisfactory score for PHC orientation. The first contact access, on the other hand, scored 3.89 (standard deviation 1.49), considered below the ideal quality of PHC.
In the association between the essential high/ low score and the variables of the professionals' sociodemographic and educational profile, the statistically significant items for a high score were: female sex; professional education as general practitioner; statutory staff; function as service coordinator. The statistically significant items for a low score were: not having another job (Table 1) . When comparing the key attributes of PHC between the types of services assessed, a significant difference was observed in favor of the FHS: longitudinality (7.17); comprehensiveness of available services (7.17) and comprehensiveness of services provided (7.66). Among the worst assessed attributes at the UBS and FHS, the first contact access stands out (Table 2) . In table 3, the items of the access attribute are displayed, dichotomized into high and low PHC score, concerning the health care for children and adolescents with HIV in the experience of health professionals per type of service (UBS and FHS). In table 4, the gross and adjusted Poisson regression demonstrates the association between the independent variables and the high PHC score concerning the health care for children and adolescents with HIV in the experience of the health professionals. 
DISCUSSION
The results appointed that, according to the physicians, nurses and dental surgeons, considering the overall assessment of the key attributes, the PHC services were satisfactory (6.64) for the quality of care provided in the home cities of children and adolescents with HIV. In other studies involving professionals, the assessment of the essential score also revealed good results, in line with PHC.
9-11
The sociodemographic characteristics evidenced higher frequencies of female professionals, in line with the results found in other studies. 9, 11 That could be attributed to the performance of the care professions, which are attributed to the female universe. 12 Organizations' encouragement for women to develop their potentials and skills can influence the satisfaction at work. 13 In addition, the valuation and professional acknowledgement 12 may have contributed to this finding.
The professionals' education as general practitioners stood out. This finding differs from other studies though, which appointed that health professionals specialized in PHC better assessed this area. 9, 11 Specialization permits the construction of a systematic assessment of the care provided. 10 This can favor critical thinking in the assessment of the professionals' own actions at the health services.
What the affiliation with the service is concerned, being a statutory staff member was associated with a high essential score. This result converged with the study developed in the microregion of Alfenas-MG (Brazil) where, being a statutory staff member, the professional's length of experience at the service was longer.
14 This may have contributed to the professionals' satisfactory assessment in this study. Nevertheless, the variables having another job and working as a coordinator have not been investigated in other studies.
The FHS presented significantly higher scores than the UBS attributes for: "longitudinality", "comprehensiveness -available services" and "comprehensiveness -services provided". These results have also been identified in other studies.
9,11
The FHS represents the service indicated for longitudinal and problem-solving monitoring of most child health problems. In addition, being located close to the community, it favors communication and bonding with the professionals. This permits the better acknowledgement of this population's health situation. In addition, the great supply of continuing education and specialists in PHC enables the FHS to identify and comprehensively manage the health problems that are common in the population, with better performing health professionals.
11
To deliver health care to children and adolescents with HIV, a regular source of care is needed, which excels by health promotion and disease prevention actions, characteristics of the FHS' activities. In Brazil, longitudinality has been considered the core and exclusive trait of PHC. 4 This attribute is related to good communication, which tends to favor the monitoring of users, the continuity and the effectiveness of care. 15 Comprehensiveness, in turn, implies the supply of curative and preventive services, favoring the quality of care for children and adolescents. 3, 16 In this study, the components: "coordinationcare integration" and "coordination-information systems" revealed high scores in both services. This result is in line with other studies that used the PCATool-Brazil, professional version. 9, 11 One element that contributed to this attributed was the computer system for the results of laboratory tests, available online in the patient history or when appointments are scheduled. 11 On the opposite, the access attribute obtained a low score at the UBS as well as the FHS. The analysis of other studies that used the PCATool revealed converging results in the professionals' experience. [9] [10] [11] Among these, a study developed in Chapecó-SC (Brazil) appointed weak points in the first contact access (score 3.6), indicating the need for caution when considering only the professionals' experience in the assessment. 10 Studies developed with caregivers of children (score 4.72) presented similarity in the assessment of this attribute in PHC, 17 and also in adults (score 3.8). 18 These results revealed that, independently of the social actor (professional, adult or caregiver), the first contact access to PHC has been assessed unsatisfactorily.
A study developed in João Pessoa-PB (Brazil) supporting the findings in the assessment of this attribute and related the barriers that negatively affected the access to the compromised bonding, dissatisfaction and discredit of the health service, mainly due to the fact that the chronic condition demanded prolonged and complex treatment concerning the therapeutics and determinants that triggered the child health problems. 16 Besides the low score for the attribute firstcontact access, at the UBS as well as FHS, when comparing its component items, a dichotomy between a high and low score was found according to the type of service (UBS or FHS). The general score for the access attribute was associated with the low score at both services. This indicated that in this population's experience, these elements were considered unavailable or difficult to obtain at their PHC services, making the access to the health service more difficult for the children and adolescents with HIV when they needed or considered this access to be convenient.
Sometimes, the restricted supply of actions to a certain public impairs the access. Some services restrict the action at the reception desk by supplying access tickets to the medical appointments. These tickets are obtained in queues organized on a firstcome first-served basis, on specific days and for a given population group. In addition, the lack of professionals and services turns PHC into a narrow and unwelcoming entry door. 19 On the other hand, studies have reported that forwarding by the community health agents is a strategy that favored the access to appointments at the services. [20] [21] Home care is an alternative care modality for the users' access to the service, guaranteeing the right to care for users who are limited or cannot come to the service. 22 Another strategy is telephone contact, permitting appointment scheduling and access to care in remote areas. 23 Long waiting times, however, before and during the consultation with the health professional, negatively influences the users' access to and satisfaction with the service. 24 The presence of the FHS can favor the access, considering that the expansion of this strategy is essential for the efficacy, equity and rationality of health care, through clinical care and health prevention/promotion. 25 Therefore, access barriers need to be overcome which often make the FHS' role as the broad entry door to the SUS unfeasible, despite the wide coverage of this PHC model. Thus, the community within the territory can recognize itself to be affiliated with a certain professional team.
26
The access to the health services should be guaranteed for the perspective of comprehensive care to whoever seeks the health system. Nevertheless, the fragmentation of care and the lack of communication among the services are observed for the population with HIV. 27 In the case of children and adolescents, a study has appointed that PHC was used for consultations and routine prescriptions, and the specialized team for specific HIV care. Hence, investments are needed for comprehensive care in PHC, with a view to responding to the specific demands of the serologic conditions and of the growth and development phase. 28 Based on the obtained results, we hope that PHC can promote the health of children and adolescents with HIV, in view of the family and social context. In that sense, PHC should expand the detection of new cases of infection by HIV, transferring the diagnosed patients to the specialized service for specific clinical monitoring, maintaining the monitoring in PHC. This can take place through childcare and care for the modifications of puberty, non-specific complaints or comorbidities; compliance with the immunization calendar; family support for treatment compliance; active service and maintenance of a shared information system among the services. These actions can be put in practice in view of the potential the professionals at these services expressed through the high score for the attributes: longitudinality, coordination-care integration and coordination-information systems.
As a limitation in this study, we appoint that the tool does not specifically target the HIV population, making the assessment of peculiar aspects impossible. In addition, the users' possible hiding of the HIV seropositive diagnosis should be highlighted, which sometimes makes it difficulty to identify and assess the care for the demands the PHC professionals could solve.
CONCLUSION
In the professionals' experience, the assessment of the PHC quality is inferior to the desired level concerning the attribute first contact access, which evidences the need for multiprofessional activity and care decentralization strategies in PHC as well as in specialized services.
What the planning is concerned, we emphasized that attendance on the same day and ease to schedule an appointment were items the professionals assessed positively; nevertheless, the access difficulties to the health services often make the continuity of care impossible, as they distance the users from the services. That can make bonding with the professionals impossible, negatively affecting the relationship of trust that is fundamental to accomplish the health interventions.
Furthermore, the acknowledgement of the weaknesses in the attributes assessed appoints the need to invest in expanded opening hours for PHC and in the professionals' preparation to offer organized and problem solving care to this population.
